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Description of Service  Limitations 

INSTITUTIONS FOR  MENTAL  DISEASES  FOR  AGE 65 OR OLDER: Services in 
institutions for mental diseases for individuals age 65 or over are provided if placement is prior 
authorized by the Division of Mental Health or the Professional Review Organization on contract 
with  the Division. 

INTERMEDIATE  CARE  FACILITY  SERVICES: Placement in a nursing facility offering 
an intermediate level of nursing care or in  an ICF/MR require  prior authorization by the Division 
of Medical Assistance. 

INPATIENT  PSYCHIATRIC  FACILITY  SERVICES: 
(1) Inpatient psychiatric facility services for individuals under 2  1 are provided if placement 

is prior authorized by the Division of Mental Health or PRO or the state's designee. 

(2) Rehabilitative services, including appropriate therapies, are provided for severely 
emotionally disturbed children in a a c c r e d i t e d  residential facility. 

EXTENDED  SERVICES TO PREGNANT  WOMEN: All state plan services are provided for 
pregnant women through 60 days  after pregnancy ends. nutrition services are provided by 
registered dietitians to high-risk pregnant women. Prior authorization is required in most cases, 
and visits are limited to seven per pregnancy. 

OTHER  MEDICAL  CARE: 
Transportation: Non-emergency medical transportation must be authorized in advance by the 
medical review section of the Division of Medical Assistance or its fiscal agent. Non-emergency 
transportation must occur on weekdays during normal workmg hours. Emergency medical 
transportation is covered to the nearest facility offering emergency medical care. The services of 
an emergency air ambulance or an accompanying escort must be authorized no later than the first 
working day following the travel. Ground ambulance service is approved only for a one-way trip 
at a time. 

Nursing Facility Services for Children: Nursing facility placement for patients under age  2 1 
requires prior authorization by the Division of Medical Assistance. 

Personal Care Services: Covered services are limited to non-technical, medically oriented tasks 
that have been prescribed by a physician, included in a treatment plan completed by a personal 
care agency registered nurse, and approved by the personal care agency supervision nurse or the 
Division of Medical Assistance. Services must be provided by a qualified personal care attendant 
who  is either employed by a personal care agency or enrolled with the Division of Medical 
Assistance. Coverage is limited to one assessment and treatment plan in a 12-month period. 
Visits by a registered nurse for review of the recipient's treatment and treatment plan are limited 
to not more than one every 60 days unless authorized by the division. 
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